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Clear cells in gastric biopsy, are they always neoplastic?
Editor, Xanthomas or xanthelasmas of the gastrointestinal (GI) tract are uncommon, benign, tumor-like lesions composed of collections of lipid-laden macrophages in the lamina propria. [1, 2] As it can histologically mimic malignant lesions; it is imperative to make an accurate diagnosis of this entity. [3] A 68-year-old female presented with dyspeptic symptoms for the past 3 months not relieved on medications. Investigations revealed microcytic hypochromic anemia with hemoglobin 10.2 g%. Other investigations including lipid profile were within normal limits. An upper GI endoscopy revealed a normal esophagus and duodenum. But stomach showed small groups of whitish plaques on lesser curvature in body and antrum. Endoscopic biopsy from these gastric lesions was obtained. Histology showed preserved gastric foveolar epithelium but expanded gastric lamina propria by large rounded to polygonal cells with foamy vacuolated cytoplasm and central to eccentric bland uniform nuclei [ Figure 1a and b]. At places, these cells took a "signet ring"-like appearance. Subsequently, immunohistochemistry for cytokeratin and CD 68 to identify the epithelial or histiocytic origin of these cells was performed [ Figure 1c and d]. The foamy cells were PAS negative. The cells showed cytoplasmic positivity for CD68 and were negative for cytokeratin. A diagnosis of gastric xanthoma was made on the basis of histology and immunohistochemistry.
Gastric xanthoma was first described by Orth in 1887. [4] The term xanthomatosis is used when there are diffuse and multiple lesions. Stomach is the most common site in the GI tract to be affected. [2] Unlike the other non-GI sites, where xanthomas are almost always associated with hyperlipidemia, it is not so with gastric xanthomas. [1] The etiology of gastric xanthomas is unclear and may be due to chronic irritation and prior gastric surgery. [3] Endoscopically, these lesions appear as pale yellow or whitish nodules predominantly affecting the gastric antrum or pylorus as was in our case. Histology shows "xanthoma cells" or foamy histiocytes in the lamina propria of the mucosa. These cells are known to mimic various malignant lesions like signet cell adenocarcinoma. Other important differential diagnosis seems to be clear cell variant of gastric neuroendocrine tumors which may have similar vacuolated to clear cytoplasm. Special stains such as Periodic Acid-Schiff can be used to differentiate, as signet cell adenocarcinomas are positive due to mucin content. In addition, immunohistochemistry for cytokeratin will be negative in xanthomas as these foamy cells are essentially macrophages and will stain positive for CD68 confirming the histiocytic lineage. [1] In our case, the lesion was gastric body and antrum in accordance to the literature and the cells were positive for CD68 confirming the diagnosis.
Studies have also identified that gastric xanthomas can be associated with Helicobacter pylori infection, premalignant conditions such as atrophy, intestinal metaplasia, and even dysplasia or cancer. These associations make the identification and right diagnosis of gastric xanthomas mandatory and warrant adequate endoscopic evaluation. [1, 3] In our case, we did not identify any of these coexistent pathologies; however, we have advised a good follow-up.
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Persistent mullerian duct syndrome with mixed germ cell tumor in undescended testis: A case report
Sir, Persistent mullerian duct syndrome (PMDS) is a rare type of male pseudohermaphroditism characterized by the presence of mullerian duct derivatives in a phenotypically and genotypically male person. [1] These persons usually have unilateral or bilateral cryptorchidism with an increased risk of development of germ cell tumors. A total of 38 cases of PMDS have been reported from India, in which nine cases had gonadal germ cell tumors. Most were seminomas. Mixed germ cell tumor has been reported only in two cases. [2, 3] We describe an interesting case of PMDS with mixed germ cell tumor of the undescended testis and review similar cases reported from India.
A 33-year-old male presented with abdominal pain and fever. General examination was normal. Physical examination revealed mild distention, pain, and an ill-defined mass in the lower abdomen. The left testis was palpable in the superficial inguinal pouch with hydrocele of the sac but the right testis was not found in the scrotal sac. Normal male external genitalia and secondary sexual characteristics were seen. Past history revealed that he was married since 9 years and suffering from primary infertility. CT scan of the whole abdomen showed a 12 × 10 × 9-cm-sized heterogeneously enhancing lobulated mass in the midline pelvis superior to the urinary bladder. The mass was contiguous with the thickened cord structures extending into the right inguino-scrotal region. The mass abuts a thick-walled encysted lesion close to the right seminal vesicle. Prostate was identifiable and normal in appearance. Rest other intra-abdominal organs were normal. USG showed absent testis in the right scrotal sac and normal left testis. Semen analysis revealed azoospermia. The abdomen was surgically opened by a lower abdominal incision extending over the umbilicus. Exploratory laparotomy revealed rudimentary uterus with fallopian tubes on both sides near the left inguinal ring and a large intraperitoneal mass. The mass was adherent to the sigmoid colon, appendix, and urinary bladder. The mass seemed to be arising from the right adnexal structures. The right adnexal structures were going deep down between the rectum and urinary bladder. The rudimentary uterus was excised along with both adnexa and the mass. The right inguinal ring was closed with prolene mesh. The appendix was removed as well and the abdomen closed. Gross examination of the specimen revealed uterus with cervix and the attached fallopian tubes on both
